Their average life expectancy is 53 years compared to the national average of 73 years (Idrus 2011) . More significantly, the indigenous people of Malaysia face significant challenges in the unscrupulous attempts to dispossess them of their native land and natural resources. Their spiritual belief in animism is also threatened by the pressure to convert to other religions. Laws and policies that govern indigenous affairs and the government institutions appointed to execute such powers have proven ineffective in alleviating these challenges (Idrus 2011; Masron et al. 2013; Nicholas 2000; Nicholas et al. 2010) . The authors recognise they cannot do justice to the historical struggles of the Orang Asli within the scope of this paper, but more information is found in the references.
The cultural diversity unique to the Orang Asli people calls upon medical schools in Malaysia to ensure their graduates are culturally competent. Cultural competence has been highlighted as essential in the professional development of medical students (Jha et al. 2015; Turner et al. 2014) . Currently, medical schools in Malaysia expose their students to rural communities through various community-based activities (Azila et al. 2006; Lim 2008 ).
However, little research has been done to assess the cultural competence of the students or graduates.
Cultural competence has been defined as 'the ability to understand, appreciate, and interact with persons from cultures and/or belief systems other than one's own' (McGraw-Hill 2002) .
It can also be a set of behaviours, attitudes and policies that come together to enable a system, agency or group of professionals to work effectively in cross-cultural situations. In the context of healthcare, cultural competence is defined as the ability of providers and organisations to effectively deliver healthcare services that meet the social, cultural and linguistic needs of patients (Betancourt et al. 2002) .
The terms 'cultural competence', 'cultural sensitivity', 'cultural humility' and 'cultural responsiveness' have been used interchangeably both in the literature and in their application. Cultural competence requires that organizations:
-Have a defined set of values and principles, and demonstrate behaviours, attitudes, policies and structures that enable them to work effectively cross-culturally.
-Have the capacity to (1) value diversity, (2) conduct selfassessment, (3) manage the dynamics of difference, (4) acquire and institutionalize cultural knowledge and (5) adapt to diversity and the cultural contexts of the communities they serve.
-Incorporate the above in all aspects of policy making, administration, practice, service delivery and involve systematically consumers, key stakeholders and communities.
-View cultural competence as a developmental process that evolves over an extended period. Both individuals and organizations are at various levels of awareness, knowledge and skills along the cultural competence continuum (Cross et al. 1989 
cited by NCCC).
A culturally competent healthcare system is widely recognised as fundamental to improving health outcomes and quality of care and eliminating racial and ethnic health disparities, particularly for indigenous people (Bainbridge et al. 2015; Georgetown University 2004) . However, there is still a lack of quality evidence to show that educational interventions aimed at improving cultural competence are improving patient outcomes.
There are also concerns about the sustainability of efforts to improve cultural competence (Goode et al. 2006; Horvat et al. 2014 ).
The indigenous communities served by IMU have their own unique belief system, way of life, language and culture, which are largely unfamiliar to the medical students. Therefore, the development of cultural competence for students has several key benefits. Firstly, the students will need to have sufficient cultural competence for the project to function effectively; an absence of cultural competence among students would not only affect the success and sustainability of the project but may marginalise the community even further and diminish any hope of the latter achieving self-management and self-determination (Trudgen   2000) . Secondly, when such cultural competence disseminates through the university, there is a potential that the institution will shift towards greater institutional cultural competency (Gorringe et al. 2008) . Thirdly, and crucially, the development of such cultural competence may have longitudinal implications on the effectiveness of IMU's graduates in serving the indigenous population. The training of medical students must incorporate cultural perspectives and experiences that can help prepare them to work with indigenous people in the future (Bainbridge et al. 2015 , Price-Robertson et al. 2011 .
METHODOLOGY

Objectives and Study Design
We conducted this study to determine the cultural competence among IMU medical students who participated in community engagement activities in an indigenous community, and provide insight into how their cultural competency can be further During each visit, students may see patients of different ages as well as a mixture of acute or chronic diseases. Each student may see from one to five patients in a single visit. Although students are encouraged to come as often as they can, the limited places mean that most students can only come once.
As part of their learning, the students are asked to complete a questionnaire at the end of the visit. The questionnaire has been designed specifically to help them reflect on their experience and form the basis for a focused group discussion led by the executive committee with supervision by CHW and SHC. The focused group discussion takes place immediately after each visit. A copy of this questionnaire is attached (see appendix A).
Data Collection and Analysis
For this study, we looked at the responses of the students to questions two to six in the questionnaire: We analysed the reflective responses of medical students who had participated in the project from January to December 2015. We contacted each of them by email or telephone to obtain their consent to use their questionnaire responses for this study.
Students who did not respond after three attempts to contact them were designated as non-responders.
A purposive sampling method was used to select the most 'information-rich' responses that cover the broadest range of themes relevant to the objectives of the study. Subthemes were identified by concepts and ideas expressed by the students; we then grouped related subthemes into major themes. As the review proceeded, the authors revised and updated the coding scheme when new subthemes arose or it became necessary to revise major themes. Areas of disagreement were resolved by consensus during regular meetings. (P7-1)
FINDINGS
Theme 2: An isolated community
The students viewed the indigenous people as an isolated community. Isolation was described by the students in various ways: the geographical location of their village; their people being a minority community; their low socio-economic status; their lack of health awareness; the lack of access to education and healthcare facilities; and their native tongue. Many of these factors were perceived to have either predisposed or exacerbated their isolation, or emerged because of their isolation, or both. For example, the indigenous people who do not have a good grasp of the national
Malay language due to a lack of educational opportunities face challenges in assimilating themselves into mainstream society because of the language barrier. On the other hand, the lack of education would isolate them further due to their inability to communicate well with society through a common language, thus perpetuating a vicious cycle. Some students perceived the isolation from society to be intentional to some degree, because the indigenous people preferred their own culture, behaviour and social circle.
A lack of formal education was perceived by students to impact the long-term development and outlook of the indigenous people.
Orang Asli are the people who are aborigines [and] 
Most of the students described the lack of access to facilities and services as a contributory factor toward the isolation of the indigenous people and their lack of socio-economic development.
One student described the lack of access to information, particularly social media, as a problem for the indigenous people. 
Theme 3: Barriers to health
The students perceived many of the factors that isolated the indigenous people from society were the same factors that prevented them from achieving better standards of health. Lack of access to healthcare was perceived to be a major issue, either due to the geographical location of the indigenous people; the lack of availability of accessible healthcare services; or the lack of financial capability to afford such services.
[ Many students felt that a lack of awareness of health problems and a lack of access to healthcare services were major barriers. The students associated the lack of awareness to geographical isolation, resulting in indigenous people favouring traditional treatment over allopathic treatment for ailments. (P8-1)
Some students felt that a lack of trust toward outsiders was a significant barrier toward healthcare.
The indigenous people are a very small and close-knit community.
Trust is very important in physician and patient interaction.
[Distrust] is one of the barriers to seeking treatment besides accessibility. (P9-2) Some students were surprised to discover the living conditions of the indigenous people change beyond their expectation, given the perceived challenges the community faced.
The better-than-expected living conditions were largely attributed to the availability of utilities, although, despite this, the students recognised that the health and hygiene of the indigenous people were still at unsatisfactory levels.
Their living condition was better than what I expected. There was water supply and electricity supply to every household. However, the cleanliness of the environment was bad. (P6-5)
My views have changed to a certain point. They were friendly, their living environment was beyond my expectation, and they do have good water and electricity supply. [Nevertheless,] their level of health was below that of the urban community. (P8-3)
The students appreciated positive changes in the way the indigenous people had accepted the provision of healthcare by the medical students, as evidenced by their willingness to adhere to recommended healthcare interventions. Some indigenous people were aware of their health and were articulate about their complaints.
They are generally polite and reserved. Some do lack health education, but some have actually adhered to interventions recommended by the volunteers after being adequately counselled.
(P6-4) While all students agreed that community service was valuable for their development, the motives and manner of their development were varied. Some viewed development through community service for seemingly personal gains.
As a pre-exposure to learn how a doctor has to behave and manage a patient before housemanship [medical internship]. (P4-4)
It is very important to build myself up as a doctor who is able to function optimally at all levels of society, including [at] times with [patients with socio-economic] limitations. Should practice it regularly [and] if possible daily. (P9-9)
Other students viewed the main goal of their development was to serve the community.
By involving actively in community service, we have a better insight of [their] culture and behaviour. With that, we get to know them better and [are able] to put ourselves in their shoes. (P9-11)
Being able to recognise and understand differences in culture and belief of members of the ethnic group will aid in tailoring treatment plans to suit their needs, increasing compliance to treatment. (P9-9)
Some students recognised their development as a continuous 'journey of self-discovery' that will eventually help others. 
It is an important journey in discovering the
DISCUSSION
Cross et al. (1989) described five steps that a practitioner should consider to achieve cultural competence:
1 Acknowledge cultural differences and to become aware of how they affect the helping process.
2 Self-examine and reflect -recognise the influence of their own culture on how they act and think.
3 Understand and work with the 'dynamics of difference' between cultures.
4 Understand client's behaviour in the context of their culture.
5 Grow knowledge and skills continually.
These steps can be related to an understanding of worldviews, defined as the cognitive orientation or perspective of an individual or society towards the world (Vidal 2008) . A comparison of the perspectives and worldviews of the students and the Orang Asli people has important implications (Table 1 ).
We will explore the differences outlined in the table below in the subsequent sections.
CULTURAL PERSPECTIVE OR WORLDVIEW
STUDENTS ORANG ASLI
Needs and priorities in life
Good health Education Modern amenities
Old way of life is sufficient for needs (Nicholas 2006) What is important for the future?
Advancement and development
Pragmatic survival (Nicholas 2006) View on health Westernised (preventative) Pragmatic (Baer 1999) Perceived challenges for the indigenous community 
Economic pragmatism (a very down-to-earth approach to procuring maximal return to labour) and opportunism (a flexible posture toward seizing opportunities) seem to be the rule which traditional communities such as the Orang Asli apply in the management of their environments. This approach is neither conservation-oriented
nor destructive (Nicholas 2006 ).
The students, on the other hand, prioritised good health (most likely seen as the absence and prevention of disease), education (tertiary education being the ideal), and amenities (as available in modern society). This is hardly surprising given that the students' worldview and culture has been ingrained from a young age to prioritise such needs. Medical education has also 'conditioned' them to view health in this way. During one visit to Kampung Sebir, one of the village men (himself a father of four children) shared: 'Cukup makan, cukup pakai … cukuplah' ('Enough to eat, enough to wear … that is enough'). Indeed, Baer (1999) , who has worked with, and published extensively about, the Orang Asli, similarly quoted an Orang Asli, who said: 'If you can eat and work, you're not sick' (Baer 1999, p. 9) .
Regarding challenges for the Orang Asli, the responses of the medical students suggest they could perceive correctly the immediate issues unique to the indigenous people; that is, their cultural uniqueness, isolation and the barriers to healthcare.
The latter was probably of greater interest to the students due to the nature of their profession. On the other hand, the students' responses suggest that they lacked an understanding of some of the deeper issues that affect the indigenous people described in the literature above; specifically, their socio-political marginalisation from mainstream society, the erosion of resources traditionally belonging to them, and paternalistic attempts to assimilate them into mainstream society; eventually leading to the loss of land, loss of autonomy and poverty (Chung 2010) . Many of these issues are social determinants of health for the indigenous people (Solar & Irwin 2010) .
Appreciating the Dynamic Nature of Culture
The students also underestimated the Orang Asli's capacity for change. The capacity for change within Orang Asli communities is certainly nothing new: Two recent studies on the Orang Asli demonstrate the improved awareness and expectations of the Orang Asli people concerning issues such as nutrition, education and health (Edwin & Chuen 2012; Ng et al. 2005 ). This highlights two main issues in relation to the students' responses: firstly, it is possible the students had formed stereotyped impressions of the Orang Asli; secondly, even if such stereotypes were true in a previously encountered context, it is possible that the students are yet to grasp that culture is dynamic and can change over time, from place to place, and even person to person. Teaching medical students about the realities and impacts of stereotypes can be a starting point for addressing racism and health inequities (Ly & Crawshoe 2015) .
Self-reflection and Continuous Improvement -the Basis for Engagement
We have already highlighted that the ability to reflect on oneself is key to building cultural competence (Cross et al. 1989) . The self-reflecting student should be able to understand the influences their own culture or worldview brings to the relationship. The responses of the students to questions relating to community service are particularly insightful and highlight this point further. The students viewed community service as important for improving the health of the Orang Asli people. This view had two assumptions: firstly; the Orang Asli were unhealthy; secondly;
the Orang Asli agreed they needed help to improve their health.
The view of students on the purpose of community service demonstrates the basis of their engagement with the Orang Asli.
The differing worldviews and cultures combined with a lack of self-reflection eventually leads to an engagement that is focused on promoting health as viewed from the students' perspective. This is probably compounded by medical education that teaches students to frame patients in a biopsychosocial model: formulate a diagnosis and provide treatment. Such an approach immediately assumes the Orang Asli people have the 'problem' and the students have the 'solution'. Instead, the basis of every engagement should start with connecting, building relationships and organising the community (CTSA Consortium 2011).
The students had differing views on how community service would feature in their personal and professional development. The value of community service for their development is consistent with studies elsewhere (Benson et al. 2015; Daly et al. 2013) . However, only a few recognised that learning in this area is a journey of continuous improvement, a core principle of cultural competency (Cross et al. 1989; Gorringe, et al. 2008) . Cross et al. (1989, p. 34) states: '… the average worker cannot achieve comprehensive knowledge. More important is knowing where or how to obtain the necessary detailed information for use in specific cases.' For continuous improvement, we need to acknowledge that we can never know everything but also remain ready and eager to learn.
Motivating the Volunteer -Stimulating Cultural Competence
and Volunteerism Gorringe et al. (2008) described individuals as beginning at a stage of being 'uninformed' and progressing to being 'aware', 'engaged', 'mobilized' and finally to a stage of 'action and implementation' when developing along the continuum of cultural competence. Through these stages, the individual first demonstrates cross-cultural awareness (knowledge), then crosscultural sensitivity (empathy), followed by cultural competence (behaviours, skills and practices), and finally cultural proficiency (embedding, and cultural shift within organisations) (Gorringe et al. 2008) . When the responses of the medical students in this study are framed against this continuum, it is possible that the students were either at the stage of cross-cultural awareness or cross-cultural sensitivity within the continuum described above.
Their responses indicate community service has empowered them to reach out, provided opportunities for them to 'practice their craft', and helped them develop knowledge and understanding concerning the indigenous community that they served.
As part of the project, the project mentors attempted various approaches to encourage the development of cultural competence in line with this continuum:
-We encourage the students to return to Kampung Sebir to continue looking after patients they have seen. Repeated visits can enhance the receptiveness of patients towards medical students, improve cross-cultural care, communication skills, and helps to build stronger relationships by gaining trust and confidence (Maley et al. 2009 ).
-We teach them that engagement should be based on building relationships on the following principles:
1 Relationships should be based on compassion, humility and trust.
2 Compassion can be demonstrated by showing genuine interest and concern about their daily lives and struggles.
3 Humility means that the community is the expert on their own lives. The initial focus of the relationship is therefore to learn from the community rather than to seek to change them.
Humility is also about learning and respecting their customs and cultures. For example, we would pay respect to the village elders at the start of every visit. We also took interest to learn about their customs and traditions by attending important events, e.g. town hall meetings, weddings.
4 Trust can be earned through commitment -in fulfilling agreements, in services offered and fulfilled, in time that is
given.
-Our debriefing sessions focus on building the volunteers. One of the key hopes we have is that the project in Kampung Sebir will not only impact the village but will also inspire volunteers to continue to positively impact lives in whatever capacity or role they find themselves. We recognised that many of the volunteers may not return to help and their visit with the villagers may be the only time they can be inspired. We teach them that community service is not just about Kampung Sebir -it's what happens after that. We raise the following issues with the volunteers:
1 What other needs do you see in the community around us?
What will you do about it?
2 What lessons have you learnt from today that you can apply to your lives in the future?
3 You are being trained with skills that can heal and change lives. What will your life look like five years from now? Ten years from now?
The work in Kampung Sebir has inspired some of the volunteer students to step forward to lead projects of their own. The educational service in Kampung Sebir and the project in Kampung
Tekir are led by students who previously volunteered with the project in Kampung Sebir (Ramasamy 2017) .
Broader Strategies at an Institutional Level
The approach to build cultural competence for the students who visit Kampung Sebir should be viewed as a broader institutional effort. The following are some key areas that merit consideration:
-Medical students at IMU undergo formal training and have other informal exposures that increase their cultural competence.
For example, all medical students are trained as part of the UNESCO Bioethics Curriculum that contains training in cultural diversity (UNESCO 2008) . This is in addition to the numerous other informal exposures that are organised within a multicultural university, including but not limited to educational religious festivals from different ethnicities, events in a variety of community settings, and interaction with students and staff from diverse backgrounds. The greater challenge for the university and for IMU Cares is to assess how the exposure has contributed towards increasing the cultural competence of the students.
-Successful working relationships with all stakeholders can help lay the groundwork for an environment that builds cultural competence. We learnt that relationships should be based on humility, mutual respect and equal standing with the communities to build lasting relationships. Stakeholders may include organisations who govern the affairs of the indigenous people and the influential people within the community itself, that is, the village elders as well as key individuals or groups within IMU itself who can influence the direction of the project or contribute resources or expertise.
-IMU Cares learnt that training cultural competence requires teachers who are appropriate role models and culturally competent. Such teachers need to be supported by sufficient provision of time and resources (for example teaching materials, expertise) (Power et al. 2016) . Regular self-reflection among academic staff is also crucial (Doutrich et al. 2012 ). Sorensen at al. -The support and stance of the university is vital for the success of community engagement projects of this nature. Projects that stand out can inspire change within the institution leading to institutional cultural change as described by Gorringe et al. (2012) . To encourage this, IMU has sought to celebrate the successes of IMU Cares projects during its University Day. IMU's University Day is the university's annual celebratory event that highlights the achievements of the university in the past year, an event that is very much a part of IMU's culture. In doing this, IMU is taking a public stand on what it believes, both within the university and to the wider community.
CONCLUSION
The study revealed that medical students who provided health services in an indigenous community have a developing cultural competency. We demonstrated this through an exploration of their perceptions of the indigenous community and their views of community service. The study also reflected on the project itself and provided insights into the teaching of cultural competence at a project and institutional level. 14 I am comfortable working in a rural setting.
15 This project has helped me in my career.
16 I perform community service on a regular basis.
17 In the future, I will perform community service on a regular basis.
18 I intend to encourage others to get involved in community service
